THE majority of the authentic examples of ovarian pregnancy have been recognized in the early weeks of gestation, although as many as eleven cases are mentioned by Whitridge Williams as having gone to ID A-B The drawing represents an anterior view of the specimen (x -). A portion of the cyst wall has been removed as well as the anterior wall of the fcetal sac. A, the amniotic lining of the feetal sac; B, the external fibrous layer; C, recent blood-clot-in this position the omentum was adherent; D, intracystic growths; E, small cystic cavities, some containing adenomatous growths.
term. In order to prove that the pregnancy when advanced is ovarian it is necessary: (1) That the corresponding Fallopian tube be intact;
(2) that the ovary on the same side be absent; (3) that the festal sac be connected with the uterus by the utero-ovarian ligament; (4) that ovarian tissue be discoverable in several portions of the sac wall. The macroscopic appearance and anatomical relations of the specimen to be described seem to place it beyond all doubt.
The specimen was obtained by abdominal section from a woman, aged 32, the mother of one child, aged 51. She had been married eight and a half years, and no subsequent pregnancy had occurred. She menstruated regularly, and enjoyed good health until February 10, 1912, when her periods ceased. Soon afterwards she suffered at intervals from acute attacks of pain in the lower portion of the abdomen on the left side, and on one or two occasions vomiting also occurred. These attacks became more frequent, causing her to remain in bed, and for four weeks before admission into the Cray Valley Cottage Hospital she had remained entirely in bed.
On May 29, 1912, owing to increased abdominal pain and tenderness, she was admitted into the Hospital. A large swelling occupying the left half of the abdomen and extending above the level of the umbilicus was found on examination. It felt like a cyst, and was very tender. The uterus, slightly enlarged, was palpable in front and to the right. The tumour was thought to be either a cyst of the left ovary complicating an early pregnancy or an ectopic gestation. I saw her on June 7 and decided to operate. Dr. Bennion, under whose care the patient was admitted, and to whom I am indebted for the notes of the case, kindly assisted me at the operation, whilst Dr. Bailey gave the anesthetic. When the abdomen was opened the omentum which was adhering to the upper pole of the tumour presented that dusky colour suggestive of ectopic pregnancy, and some old bloodclot was seen at the lower part of the abdominal cavity on the left side. The tumour was found to be ovarian and connected to the uterus by the utero-ovarian ligament, and to the left broad ligament by the mesovarium. The left Fallopian tube was quite free from the tumour, and appeared to be normal in appearance. The cystic portion of the tumour was situated to the left, whilst that containing the fcetus was above and to the right. The omentum was separated carefully from the front of the tumour, and it was found that some recent haomorrhage had occurred in this situation. As the foetal sac wall was so thin care was necessary to prevent rupture during removal. The whole was brought out through the abdominal incision, only a slight recent adhesion to bowel requiring separation at its lower and posterior portion. The utero-ovarian ligament and mesovarium were clamped and divided, and the vessels subsequently ligatured. Owing to the thinness of the foetal sac it was possible to feel the fcetus, and thinking I had to deal with an ovarian pregnancy I demonstrated the relationship of the tumour to Dr. Bennion and Dr. Bailey. The appendages on the right side were apparently normal. The abdominal wound was closed, and the subsequent recovery of the patient was uneventful.
Description of specimen: A multilocular ovarian cyst consisting of two loculi, together about 4 in. in their largest diameter. A septum, in the substance of which are small cystic cavities containing adenomatous growth, separates these loculi from a third cavity over 4 in. in long diameter, which contains a foetus of about the fourth month with its placenta. The upper surface of the cavity is coverbd with a layer of recent blood-clot. The raw surface seen at the back of the specimen running between the loculi and the foetal sac represents the line of division of the entire tumour. The utero-ovarian ligament was directly connected with the foetal sac. The feetal sac consists of an outer fibrous layer external to the amniotic lining, but where it is in apposition with the cystic portion of the tumour ovarian tissue is seen in the microscopical sections. The relationship of the pedicle to the tumour, and the fact that the utero-ovarian ligament was directly connected with the fcetal sac, prove the specimen to be an undoubted example of ovarian pregnancy. A functionally active portion of the left ovary must have become impregnated, and the growing ovum evidently formed a sac for itself in this situation. The specimen further demonstrates the possibility of ovarian pregnancy occurring in an ovary already the seat of cystic tumour.
Perforation of the Fundus Uteri-Post Abortum.
By FREDERICK J. MCCANN, F.R.C.S. THE following example of perforation of the uterine fundus after a miscarriage is of interest both from the clinical history and the subsequent course of the case. The patient, a woman aged 31, was seen by her medical attendant on December 11, 1912, and to him I am indebted for the following notes:
" Called to see Mrs. B-on Monday, December 11. Arrived in evening about 4.30, and learnt that she had had a miscarriage on the previous Saturday, that something 'formed' had come away. She thought that after-birth was still there. Temperature 102°F., pulse 110. Offensive vaginal discharge. Returned at 5.30; gave vaginal
